Introduction
Most attempts at understanding motivation and changing human behavior are derived from theories. Processoriented theories (e.g., Vroom Preference and Expectancy Theory, Porter-Lawler Theory)" 2 attempt to explain how behavior is initiated, sustained, and terminated. Contentoriented theories (e.g., Taylor's Classical Theory, Maslow This study was conducted by Blue Shield of Massachusetts, Inc., during the calendar year of 1981 to determine if the prospect of being rewarded would motivate changes in the practice patterns of a group of fee-for-service obstetrician/gynecologists for three selected OB/GYN procedures.
Methods
Six obstetrician/gynecologists on the staff of a community hospital in the greater Boston area volunteered to participate (Incentive Plan Providers). The two remaining obstetrician/gynecologists on the staff at the same hospital who chose not to participate were used as a control group (Non-Incentive Plan Providers). The OB/GYN procedures included normal delivery, cesarean section, and hysterectomy performed in the study hospital on patients with full Blue Cross/Blue Shield coverage (Master Medical).
Orientation sessions were held for the participating physicians to explain the major objectives of the study, discuss and agree upon ALOS targets* for each of the three types of procedures and the conditions under which financial rewards would be made. It was decided that for each of the three procedures, a reduction in ALOS below the target would result in an incentive payment to the physician to be determined by multiplying $5 for each one-tenth of a day reduction in ALOS below the target times the number of eligible patients. At no time was either physician group given formal progress reports, nor were individual physicians within the two groups provided with information on their 1980 ALOS experience.
Data were collected from physician office records and Blue Cross and Blue Shield claim files on 567 procedures performed during 1981 by Incentive Plan and Non-Incentive Plan Providers and 529 (93.3 per cent) were included in the study. Data on 607 of the same type of procedures were collected for the same physicians for 1980 to be used as the *3.6 days for normal deliveries, 6.2 days for cesarean sections, and 8.3 days for hysterectomies. Three of the Incentive Plan Providers achieved decreases in their ALOS below the pre-established targets for one or more of the study procedures and thus received financial incentive payments commensurate with their performance. The Non-Incentive Plan Providers achieved decreases in ALOS for cesarean sections only, but none were below the target ALOS for that procedure. The Maternity Day Care Program had little if any impact; only eight oneday normal deliveries were performed by the Incentive Plan Providers on Master Medical patients and one by the NonIncentive Plan Providers.
Discussion
Results suggest that the Incentive Plan Providers decreased their ALOS for all three types of procedures included in the Incentive Plan program (normal delivery, cesarean section, and hysterectomy). What part of the decrease is attributable to change in physician behavior cannot be directly ascertained at this time due to inherent limitations in the study such as reliance on voluntary participation by physicians, use of only one particular hospital, and the short time frame of the study. Additional studies are required before the Incentive Plan method can be considered an effective tool for understanding and motivating change in physician behavior. 
Introduction
As recently as 1978, the report of the President's Commission on Mental Health emphasized the need for increased study of the incidence of mental disorders in the United States.' Despite the high estimates of prevalence of mental disorder (10-15 per cent) cited in that report, published studies of incidence based on cohorts of treated or untreated populations are lacking. Studies of the incidence of specific disorders, such as bipolar and nonbipolar depression have been made,2 but with few exceptions,37 no US studies of the incidence of minor psychiatric disorders have appeared. In a recent review of psychiatric epidemiologic findings, the Dohrenwends7 suggest that estimation of incidence rates should be an important component of future studies.
The purpose of this paper is to describe a study estimating the treated incidence rate of mental disorders in a population enrolled in a prepaid group practice.
Methods
The Columbia Medical Plan (CMP) is a prepaid group practice located in Columbia, Maryland, a new town situated between Baltimore and Washington, DC. Its population, organizational structure, and service use have been described elsewhere.8
To examine treated incidence of mental disorder, only those individuals enrolled continuously at the CMP for the five-year period 1973 through 1977 were included in these analyses (N = 7,666). Although the population is evenly divided between the sexes, the age distribution (as of July 1, 1975 ) is highly skewed toward younger individuals. When the study population was compared to the 16,417 individuals enrolled in CMP for all of 1975, no statistically significant differences on age or sex distributions were detected. Since 45 per cent of the population is under 20, age-sex specific rates of disorder presented are age-standardized to the US population later in the paper.
The Department of Psychiatry is part of the comprehensive health care delivery system of the CMP. Its staff of therapists include: psychiatrists, psychologists, and social workers. During the study period, the staff grew from 3.5 full-time equivalent (FTEs) therapists to 8.3 in 1977. The department and utilization patterns during the study period are described in more detail elsewhere.8'9
For this paper, mental disorder diagnoses include any disorder found in the Second Edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-II).10 A treated incident case of mental disorder is operationally defined as a patient with a DSM-II diagnosis in the automated encounter-based information system who has not had a recent history of such diagnoses.
Results
Basic Data: Total Population Figure 1 is a schematic representation of treated incidence of mental disorder by year for the entire study population. The total group of 7,666 individuals is split each year into two subgroups: those who receive any diagnoses of mental disorder (Y) and those who do not (N). For the fiveyear period, 32 unique subgroups are so defined. In this way incidence and recurrence of diagnosed disorder can be examined.
Of the total study group, 351 (4.6 per cent) received at least one DSM-II diagnosis during 1973. This figure combines new and continuing cases. Of the 7,315 individuals who did not receive any mental disorder diagnoses, 268 or 36.6 per 1000 person-years (s.d. = 2.2) were diagnosed during 1974. This is the first approximation to a treated incidence rate. In 1977, the estimate is 36.9 per 1000 personyears (s.d. = 2.3), almost identical to the 1974 estimate.
Mental disorder recurs at a high rate. Table 1 illustrates the importance of controlling for recorded history of mental disorder in the calculation of incidence.
